glutamic oxalacetic transaminase of 80 U, and serum glutamic pyruvic transaminase of 40 U.
Serial blood cultures were made, and samples of suppurated skin lesions ( Fig. 1 ) on both feet were taken for culture. Empirical treatment with cephalothin (Keflin) at 12 g/day (2 g every 4 h) and gentamicin at 240 mg/day (80 mg every 8 h) was begun.
The condition of the patient worsened quickly, and she became markedly confused and disoriented, showing acute renal insufficiency, septic liver damage, disseminated intravascular coagulation, and hemodynamic instability which required inothrophic help. She was put on hemodialysis. An abdominal ecography showed normal biliary ducts, liver, and spleen.
At this time the bacteriologic report was received, indicating the isolation of C. violaceum in blood cultures and two skin samples. In light of the results of a susceptibility test and acute renal failure, the therapeutic schedule was changed. Mezlocillin was administered at 6 g/day ( ceived this aminoglycoside for 30 days. Parenteral nutrition with 2,000 cal (8,368 J), 10 g of nitrogen (amino acid), and infusion of human albumin was given.
After treatment, the patient's symptoms disappeared; there was no fever, renal function recovered, she accepted oral food well, she showed no jaundice, and liver function parameters were normalized. Another ecography was done, and it was normal. Serial blood cultures were again obtained, but no growth of organisms had occurred.
Two weeks after the end of treatment, the patient showed fever, confusion, painful tumefaction on the left knee, and hemodynamic changes. She died of septic shock 2 days later. Blood cultures taken 1 day before her death were positive for C. violaceum.
Bacteriologic study. (i) Cultural characteristics. C. violaceum was isolated from two specimens of skin pustule exudate and from six of nine blood cultures; three of these were obtained the day of admission, another three were obtained at the end of treatment, and the last three were obtained 1 day before the death of the patient. The organism showed good growth on the usual plating media, including Mueller-Hinton and sheep blood agar. In Trypticase soy broth it grew profusely, producing diffuse turbidity and a violet ring of growth with a fragile pellicle. The production of the typical dark-purple pigment was observed in all culture media after overnight incubation. Colonies on blood agar were circular, convex, and smooth, about 1 mm in size after 24 h at 37°C, and they showed beta hemolysis. No growth occurred on cetrimide agar.
Plate cultures smelled distinctly of hydrogen cyanide. The organism was catalase and oxidase positive. It was difficult to interpret the latter because the violet pigment prevented observing the result. This difficulty was overcome by incubating the agar plate anaerobically; there was no pigment formation. After a few hours under aerobic conditions, the colonies became violet again.
(ii) Biochemical and it was suggested that this might be a predisposing factor (6) .
The main features in most of the cases with a fatal outcome seem to be sepsis, multiple liver abscesses, and diffuse pustular dermatitis (13) . A case with pulmonary involvement was previously described (5).
The site of entry of the organism is frequently a skin lesion or injury, and days or even months may elapse before systemic disease is manifested. It may also gain entrance via the gastrointestinal tract, and it has been associated with diarrhea. In the present case, there is strong evidence that the site of entry was a skin injury caused by the sting of a wasp.
Although nonpigmented variants of C. violacelum have been observed in subcultures, there are no reports of human infections produced by them. Sivendra and Tan, with their animal inoculation experiments, showed that the pathogenicity of the nonpigmented strains is similar to that of the pigmented ones (10) Antibiotic susceptibility tests. Disk diffusion susceptibility tests (Kirby-Bauer technique) showed the organism to be suceptible to carbenicillin, mezlocillin, gentamicin, netilmicin, chloramphenicol, tetracycline, and cotrimoxazole. It was resistant to penicillin, ampicillin, cephalosporins, amikacin, tobramycin, colistin, and polymyxin B.
Tube dilution tests showed MICs and MBCs of 1 ,ug/ml for gentamicin and 64 p.g/ml for mezlocillin. To confirm amikacin and tobramycin resistance, their MICs and MBCs were also measured. The results were 64 pg/ml for amikacin and 32 pg/ml for tobramycin.
To monitor antibiotic therapy, the serum bactericidal activity was tested. It showed values about 1:16, which were quite satisfactory.
Discussion. Human infections caused by C. l'iolacetmn are uncommon. Only a few cases have been reported in the literature (1, 2, [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] Our case report reinforces the requirement previously described by other workers that human infections caused by C. violaceum be followed for a long time. The clinical and bacteriologic remission in our case proved to be insufficient as a parameter of cure. A more thorough study with computerized axial tomography images would probably have revealed some hidden septic focus.
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